From 1909 until the beginning of the National Health Service in 1948 Queen Mary's Hospital for Children was a long-stay children's hospital, providing medical, surgical, social and educational services for children suffering from those disorders which did not fit into the quick turnover pattern of the acute hospitals of central London. By 1948 this hospital, which had been built in open country in the Surrey Downs, had a population of three-quarters of a million within five miles and was in a built-up area which was more or less continuous with central London. During the 1950s a complete range of acute medical and surgical services was developed, and by 1958 the average length of stay had fallen from one hundred and twenty to thirty days. In 1959 the hospital was amalgamated with the Fountain Hospital at Tooting to be developed as the first comprehensive children's hospital in the United Kingdom. There are approximately 200 beds for acute medical and surgical services, 200 beds for longer stay disorders, and 300 for mentally subnormal children.
'Mental subnormality' has in the past perhaps been the Cinderella of pediatrics; the last five years at Queen Mary's have probably witnessed the first occasion on which nearly half the resources of a large general children's hospital have been harnessed to the problems of this group of handicapped children. The classical descriptions of handicap consist largely not of the basic defect, but of the avoidable results of late diagnosis and inadequate care. Nowhere is this more obvious than in the field of mental subnormality. These children indeed suffer partly from their inevitable limitations, as we all do: but much also from the fact that the available social and educational patterns have not fitted them.
A subnormal child of 12 who has not been well brought up and educated (and we are only just beginning to find out what that means) may be falling as far short of his possible accomplishments as would an intellectually normal child of 12 years who had not been taught to read or write.
Throughout my years at Queen Mary's I have been continually astonished at the extent to which children can come to terms with the severest handicaps if they are given the opportunity, and are treated throughout as people with problems to overcome rather than as diseases with people attached. The advisory service at Queen Mary's Hospital for Children provides for some 10 children weekly. The clinic is not confined rigidly to the severely mentally retarded and a number of other problems in child psychiatry are considered but these are not included in the number. Cases are often referred when there is some doubt as to normality, e.g. for investigation before adoption. Children are seen who are the subject of an appeal against exclusion from school as ineducable and also children who present educational problems.
Composition ofTeam
The clinics are staffed by a consultant psychiatrist or assistant psychiatrist, junior medical staff, psychologist and social worker. A speech therapist also frequently participates. Otological and neurological clinics are in the same hospital. The biochemical and cytogenetic departments are frequently consulted.
Source ofReferral
As the service becomes known the number of cases increases and there is a tendency for general practitioners to refer children direct. Since the new Mental Health Act was introduced in 1960 arrangements have become more informal. Wherever possible the general practitioner is informed before the patient is seen and a report is sent to him with any necessary copies to the school medical officer, medical officer of health, referring consultant or otherwise as indicated. The sources of a series of 100 referrals to one consultant are shown in Table I Table 2 Age and sex it is a question of a young baby 'at risk' after perinatal injury, jaundice, maternal rubella or other hazard. Where children have an established motor lesion or infantile convulsions or spasms the question of concomitant limitation of intellectual capacity may be raised. The time of most acute stress for parents in the group above comes soon after the birth of the child. In other cases mother and baby are discharged from hospital, the infant is reported in a satisfactory condition but fails to make progress. The parents or grandparents gradually realize that all is not well. They often report that their doubts are dismissed with hearty reassurance but eventually specialist advice is sought, perhaps because at 1 year old the child is still not attempting to sit or does not respond to speech or is thought to be deaf.
A third and usually less severely retarded group of children are referred when they are at or approaching the age of attending school. At 5 years a child may still be incontinent of urine, Table 3 Reason for referral have limited speech or be insufficiently biddable in class to conform to group discipline though previously accepted as normal in the home. A fourth group is made up of teenagers of feebleminded level of intelligence showing behaviour disorders, usually associated with unfavourable domestic and social circumstances. Table 3 shows the chief reason for referral of the 100 cases.
Assessment and Diagnosis
In a majority of cases no clinical diagnosis can be made. Table 4 shows the main diagnosis of the Total 100 immediately interested in prognosis in regard to schooling and eventual employment or, in severe cases, in regard to life. Such an assessment calls for careful, standardized and often repeated psychological examination with due consideration to the social history and the clinical findings. A long-term prognosis in a very young infant is always hazardous and is usually based on something other than behaviour since the repertoire of the baby under 3 months is limited. A summary of intellectual assessment of 100 patients is shown in Table 6 .
Recommendation
An interview with parents of backward children and with the child has a therapeutic quality and purpose. Our procedure involves a series , interviews and subsequent group discussion with the psychiatrist, psychologist and social worker, possibly with other members of the staff. Formal recommendations emerging from interview do not always reflect the exchanges which took place or alteration of attitude which may have occurred. Major recommendations are shown in Table 7 . This requires that the psychiatrist should include in his analysis the family dynamics and the psychopathology of all its members, the social situation and the family history from the time that the handicapped child was born.. The parents have a dual problem from the start. They have to learn to accept, love, and live with their handicapped child, whilst at the same time mourning their hoped-for normal child, of whom the handicapped child is a perpetual reminder. This should be recognized by the medical attendants present at the birth and attempts made to deal with it.
It is one of the paradoxes of present-day medicine that the very multiplicity of the services available to assist the mother in the practical handling of her handicapped child have increased her sense of isolation, for there is no longer one person (as there was in the days when her general practitioner handled the whole situation) to whom she can turn for advice and comfort.
